INTRODUCTION
The Veterans Access, Choice, and Accountability Act was enacted in 2014 to facilitate Veterans' access to care outside Department of Veterans Affairs (VA) healthcare facilities. The resulting "Veterans Choice Program" (VCP) was implemented in November 2014. 1, 2 The VCP allowed VA to expand the availability of healthcare services for eligible Veterans through agreements with non-VA providers. Veterans enrolled in VA having wait times more than 30 days for VA healthcare appointments or living more than 40 miles from a VA medical center or community-based outpatient clinic would be eligible for care through non-VA providers. In May 2015, the Construction Authorization and Choice Improvement Act expanded VCP eligibility by redefining the 40-mile rule to include unusual and excessive burden for travel to VA healthcare facilities. Veterans may meet the 40-mile eligibility if travel is < 40 miles but involves geographic or environmental challenges such as mountain passes, roads through restricted areas (e.g., military bases), or hazardous weather conditions. [3] [4] [5] In prior interviews about experiences with the VCP, staff and providers at VA facilities reported that the VCP was implemented with inadequate preparation, the community provider networks were insufficiently developed, and delays in care likely resulted from communication and scheduling problems with subcontractors. 3 Veterans using the VCP reported improved access to care but using the VCP was a complex process. 6 Additionally, studies of specific subgroups, such as women Veterans and Veterans with chronic hepatitis C virus, found that Veterans experienced difficulties in enrollment, ongoing support, and billing with third-party administrators, a lack of choice in location of treatment, and fragmented care that led to coordination challenges between VA and community providers. 7, 8 Because ensuring access to healthcare for Veterans either within or outside of VA remains a priority of policymakers, it is important to understand who is seeking non-VA care and their experiences with that care. This study provides a unique perspective in that it used a mixedmethods design incorporating both quantitative and qualitative data. This study identifies factors and reasons associated with VCP use through quantitative analysis of survey and administrative data and then triangulates these reasons with Veterans' perspectives from the qualitative analyses to provide further insight into these reasons.
METHODS

Study Design and Sample
We used a mixed-methods convergent design 9 to gather complementary data to assess Veterans' use of and experiences with the VCP. This design entails gathering and analyzing quantitative and qualitative data separately, then comparing the results to triangulate findings and examine the extent to which the two forms of data converge or diverge. The quantitative data derived from VA's administrative and clinical data and a survey of Veterans in the Midwest census region of the USA. Qualitative data derived from semi-structured telephone interviews of 60 Veterans who participated in the survey and indicated their willingness to be interviewed.
We included Veterans age < 65 as of January 1, 2012, who were enrolled in VA healthcare any time during 2012 through 2014. We first conducted a stratified random sampling of those who were enrolled in VA before October 1, 2013. Strata were defined by gender, rural/urban residence, and three health conditions (mental health; severe illness, defined as diabetes with comorbidities; and disabilities, defined as a spinal cord injury or disorder [SCI/D]), all clinical subgroups of high interest to VA policymakers. To sample patients with mental health conditions, we identified Veterans with depression, post-traumatic stress disorder, or schizophrenia/other psychotic disorders using ICD-9 diagnosis codes established for identifying these conditions among Veterans. [10] [11] [12] A patient was identified as having one of these mental health conditions if he/she had 1 inpatient or 2 outpatient diagnoses for that condition in a 12-month period. To sample patients with more severe illness, we identified Veterans with diabetes in VA clinical databases based on codes the Centers for Medicare & Medicaid Services (CMS) uses to identify patients in the CMS chronic conditions data warehouse. 13 To identify patients with SCI/D, we used a list of patients with SCI/D provided by the VA National SCI/D Program Office, which is derived from clinical patient records maintained at individual VA SCI Centers and other VA healthcare facilities.
From the patients identified above, we selected 5000 VA enrollees with mental health conditions, 5000 VA enrollees with diabetes with comorbidities, and 1000 VA enrollees with SCI/D due to the smaller population with this condition. Then, we randomly selected 5000 additional VA enrollees (regardless of health conditions) for a total of 16,000 Veterans enrolled before October 1, 2013. To incorporate the experiences of Veterans with less established relationships with VA into our analyses, we selected a random sample of 5000 Veterans who had enrolled in VA healthcare after October 1, 2013. Consequently, a total sample of 21,000 Veterans were sent an initial letter announcing the survey.
Among the 1446 survey respondents who expressed a willingness to be interviewed, we screened 145 Veteran respondents and conducted semi-structured interviews with 60 of them. The study was approved by a VA Institutional Review Board (IRB).
Mail Survey Procedures and Recruitment
The self-administered survey was conducted by mail following Dillman's Tailored Design Method. 14 Patient addresses were from the VA Corporate Data Warehouse (CDW). An announcement was sent to Veterans about the survey. Following the announcement and initial mailing of the survey, the survey was resent to non-respondents. A cover letter with the survey stated that survey responses would be linked with information in national VA and non-VA databases. Survey items about the VCP were part of a larger survey to assess Veterans' insurance following implementation of the Affordable Care Act, use of non-VA services, and coordination of care between VA and non-VA providers. Survey questions were informed by previous work 15 and discussions with Veterans Integrated Service Network (VISN) 12 leadership and the Office of the Assistant Deputy Under Secretary for Health (ADUSH). Before administering the survey, we conducted 17 cognitive or "think aloud" interviews with Veterans from the general medicine and relevant sub-specialty service lines at a VA medical center and associated outpatient clinics to assess patient understanding of survey questions. The survey instrument was refined from this feedback.
Semi-structured Interviews
Semi-structured telephone interviews were conducted between January 2017 and July 2017 to elucidate Veterans' experiences with non-VA healthcare. Interview topics were derived from discussions with clinical and policy leadership, and included reasons that Veterans might choose to use the VCP, experience receiving non-VA care through VCP, and coordination of care within and across healthcare systems. Researchers trained in qualitative methods conducted the interviews. Interviews lasted approximately 60 min and were audio-recorded. Verbal informed consent was obtained at the beginning of each interview. Survey and interview guide questions pertinent to this study are shown in Table 1 .
Administrative and Clinical Data Sources
We supplemented information from the surveys with demographic and health status information from the VA Corporate Data Warehouse (CDW) and Medicare data. Health status was assessed using hierarchical condition category (HCC) risk scores divided into quartiles. 16 Additional data included the VA ADUSH Enrollment file, 17 which we used to obtain Veterans' priority categories indicating whether Veterans were subject to VA copayments, and VA enrollment date. ZIP code information was used to determine distance to the nearest VA and Medicare facilities and rural/urban status, based on Rural-Urban Commuting Area (RUCA) codes.
Quantitative Analyses
To describe Veterans' characteristics, continuous variables were analyzed using t tests, and categorical variables were analyzed using chi-squared tests. The association of Veterans' characteristics with interest in the VCP (as indicated by having used or planning to use the VCP) was assessed using multivariable logistic regression analysis. Variables in the logistic regression model were included as categorical variables except for years enrolled in VA, which we included as a continuous variable. We presented the percentage of Veterans reporting each reason for using the VCP from the survey. Reasons were not mutually exclusive. Survey responses were weighted to account for sample design and non-response. 18 Analyses were conducted in Stata version 14.2 (College Station, TX).
Qualitative Analysis
Audio-recorded interviews were transcribed verbatim. Qualitative analysis entailed thematic content analysis involving the iterative process of searching for themes and patterns emergent from the data through using the constant comparative method. 19, 20 The qualitative software analysis program NVivo (QSR International Pty Ltd. Version 11.0, 2010) was used to guide analyses. Codes were initially developed deductively based on topics addressed in the interview guide. 21 Within the topical categories, emergent subcodes were inductively developed and defined in a codebook until reaching saturation. To ensure rigor in this process, two researchers independently coded a subset of transcripts and then compared subcodes, resolving coding discrepancies through discussion until reaching consensus. Both researchers then used the codebook to code the entire dataset. Representative quotations are presented to illustrate key points. We followed COREQ guidelines in reporting our qualitative methods and results. 22 
RESULTS
Among the 21,000 Veterans in our initial sample, 2146 were subsequently determined to be deceased, have an incorrect address, or declined to participate in the study following the initial announcement letter and as a result were never sent a survey (online Appendix). Among the 18,854 Veterans in our final sample, there were 4525 respondents for a response rate of 24%. After removing those with incomplete data, 4521 respondents were available for the current analyses. Based on their survey responses, 2989 reported interest in the VCP (i.e., use or intended use).
Veterans using or planning to use the VCP were similar to Veterans without VCP use in age (52.3 versus 50.9 years, P = 0.10), race (18.2% versus 18.9% African American, P = 0.79), and distance to the nearest VA facility (22.0 versus 20.5 miles, 
Factors Associated with Use of VCP
Results from logistic regression analysis indicated that male Veterans had 47% lower odds of VCP use or intended use than women Veterans (OR = 0.53, 95% CI 0.36 to 0.78, P = 0.001) ( Table 3 ). Distance was also associated with the odds of using or intending to use the VCP. Compared with Veterans living < 5 miles from a VA facility, Veterans living 5 to 40 miles from a 
Reasons for Using VCP
For those reporting VCP use or intended use (N = 1532), the most frequently reported reason was that Veterans needed specialty care services not available at their closest VA facility (28%) (Fig. 1 ). Many VCP users or intended users (21%) reported wanting access to care closer to home. Some users or intended users reported medical issues that needed immediate attention but wait times were too long at their VA facility (15%), and others reported frustration with having to wait for VA appointments (15%).
Positive Experiences with VCP
Interview participants described positive and negative experiences with using the VCP to receive non-VA healthcare services. Regarding positive experiences, several themes were identified including timeliness of care, location of care, access to services, scheduling improvements, and coverage of services. Timeliness of Care. Veterans reported positive instances where the VCP expanded opportunities for receiving care outside of the VA. For Veterans waiting more than 30 days for a VA appointment, the VCP allowed them to obtain non-VA care in a timelier manner. Accordingly, Veterans reported receiving care when they needed it rather than waiting for an available VA appointment:
I find that I get to go to the doctor sooner than if I were to wait for an appointment at the VA.
Location of Care. Veterans reported receiving care closer to their preferred location through VCP. Veterans stated that choosing the VCP gave closer options for care:
So I could have some options closer. Like I said, I can't travel well and I'm not saying that they were better doctors, but I'm saying that I had more options for doctors.
Access to Services. Veterans reported receiving specialty care services that were not otherwise available at their local VA facility. In some circumstances, the VCP provided a helpful mechanism for Veterans to receive specialty care services at a non-VA facility instead:
There are some services that it's just easier for me to get done outside of the VA. The VA hospital in my area does not cover my liver and stuff, because they don't Scheduling Improvements. When the VCP was initiated, Veterans reported that there were some "growing pains," but the process of using VCP to schedule and receive services had improved over time:
Yes, it's gotten way better, it's been really good the last couple of times I tried to use it. They've been great about finding doctors; when they couldn't find the doctor that I wanted or asked for, then they'd call me right back and say that doctor is not available or something although we could get you somebody else.
Coverage of Services. Veterans reported that charges for services through VCP were being appropriately handled. Veterans appreciated that the VA was paying for services received through the VCP:
It has been working. It's a little slow but yes, I'm happy with it. They are paying my bills for going outside the VA.
Negative Experiences with VCP
Some interview participants reported negative experiences with using the VCP including complicated scheduling processes, inconveniently located appointments, delays securing appointments, billing confusion, and communication breakdowns. Complicated Scheduling Processes. Veterans reported challenges with scheduling appointments through VCP. They described the process as "vague" and "confusing." Veterans also reported numerous redundant authorizations necessary to seek treatment through VCP resulted in frustration:
If you've got a lifelong sentence and you're going to be stuck with this disease and there's no cure for it, [community-based providers] shouldn't have to be filling out forms every two to three months, six months, or whatever.
Inconveniently Located Appointments. Veterans reported that they sought care through the VCP to get it more conveniently. However, Veterans' preferences were sometimes not met. For example, Veterans requested appointments at a specific location and/or a location closer to home and the VCP representatives did not accommodate their preferences:
I think what their problem is that they've been dinged for people having to wait too long for care, so in their effort in trying to get you scheduled quickly, they may not necessarily schedule you in kind of the right loca-tion… [I] f it does take a month to get, I'm willing to wait that long to get to this place that I want to go.
Delays Securing Appointments. Veterans reported waiting to receive services through VCP.
I've been having to get an endoscopy every three to four months… they still expect me to get a referral from the doctor where they can see I've been seeing the same d o c t o r f o r t h e s a m e i s s u e s t h a t w e r e approved.…[G]oing through the Choice program when they get the referral, because it has to go through so many layers to be approved, that I've waited for a procedure I needed immediately, I've waited two months.
Billing Confusion. Veterans reported VA facilities inappropriately handled charges for services through VCP:
I had one bill… the provider said that's not covered through my VA because it was on the Choice program and my provider then sent it to [VA facility] which they sat on it. By the time they figured out they are supposed to send it to the Choice Program, I already had the bill in collections.
Communication Breakdowns. Some Veterans reported unresolved phone calls including holds, transfers, and hangups as well as limited explanations regarding the relationship of the VCP to Medicaid coverage. Although many Veterans reported receiving care quicker through the VCP, other Veterans experienced delays in securing appointments. The delays were attributed to the various referrals needed to get approval for VCP care and difficulties with communication:
You never talk to the same person twice. And that is a major issue! … I have never talked to the same person twice… one person explains it one way, and the other person explains it another way, and so, it can be frustrating.
DISCUSSION
This mixed-methods study of Veteran experiences with the VCP identified important associations between VCP use and gender, distance to VA facilities, and health status. Specifically, our quantitative analyses revealed that women were more likely to use the VCP, that distance to VA was associated with use of the VCP, and that those Veterans with worse health status were more likely to use the VCP. Our qualitative data corroborated these findings. Moreover, Veterans reported the importance of having specialized services that are available at a location close to home, and the VCP has addressed these issues for some Veterans. Veterans have reported that the VCP has resulted in improvements in timeliness and access to care. However, Veterans have also reported challenges with the VCP including complicated scheduling processes, inconveniently located appointments, and communication breakdowns. By identifying reasons for interest in the VCP through quantitative analyses and providing complementary insights into experiences with the VCP through qualitative analyses, this mixed-methods study gives a unique perspective on the VCP. Taken together, these results highlight the importance of obtaining continued feedback from Veterans. A major finding was that women Veterans and those with more comorbidities had higher odds of VCP use or intended use compared with other Veterans. Prior research suggests that a substantially larger proportion of women Veterans receive non-VA healthcare compared with male Veterans. 8, 23 Our findings may help explain the gender differences in VCP use. Many women Veterans who we interviewed reported using VCP for gender-specific services (e.g., mammograms). Moreover, survey participants' leading reason for VCP use was the need for specialty care services not available at their closest VA facility. Because women comprise a minority of the VA population, accounting for approximately 8% of VA users, many gender-specific health services, such as mammography, and breast and cervical oncological services, may only be available in larger VA healthcare facilities with higher volumes of women Veterans. When gender-specific care is not available at a VA healthcare facility, the VCP allows Veterans to access non-VA care from community providers in VCP networks. 8 Another key finding was the influence of distance on VCP use. Veterans preferred accessing care closer to their home and/or preferred location. There were unique differences in VCP use by distance to VA facilities. Those living 5 to 40 miles from their nearest VA healthcare facility were more likely to have interest in VCP than those living < 5 miles, but those living more than 40 miles away showed no difference compared with their closer counterparts. Rural areas tend to have fewer medical facilities compared with urban locations. For Veterans living more than 40 miles away from the nearest VA facility, there may not be many other non-VA facilities to be referred to through the VCP as these are likely to be more rural areas. Similarly, Ohl and colleagues found that VA played a greater role in providing healthcare for Veterans in counties over 40 miles from VA healthcare facilities compared with Veterans in counties within 20 miles of VA facilities. 24 Veterans' health status influenced the extent of VCP interest in that sicker individuals (i.e., higher HCC health risk scores) had higher odds of interest in VCP. This finding may be attributable to the added burden of travel or cumulative wait times experienced by Veterans needing more frequent visits. Veterans reported having medical issues that needed immediate attention but the wait time was too long at their VA facility. This finding highlights the importance of ensuring that Veterans with complex, chronic conditions are aware of and capable of leveraging the VCP for their needs.
Practice Implications
The Mission Act was passed into law in June 2018 25 to consolidate community care into a single program, continuing VA's commitment to supporting access to community care. As the VCP is restructured through the Mission Act, it is imperative to find ways to improve the experiences of Veterans and the care that they receive from both VA and community-based facilities. Toward that end, Veterans' experiences with community care could be improved in several ways.
A key improvement should focus on enhancing the communication between VA-referring providers and communitybased providers seeing Veterans for care outside of the VA. The lack of communication and coordination between VCP providers and VA healthcare providers has been identified as a challenge in other qualitative studies investigating Veterans' experiences with the VCP. 6, 8 Designing and disseminating additional resources to support Veterans in their navigation of VA and community-based care may be useful. Our data suggest that Veterans could benefit from additional resources to help them coordinate care across systems such as dedicated case managers who would know Veterans and their needs on an individual level to advocate for them.
Another way to improve care is to align the priorities of VCP representatives with those of Veterans to better reflect the needs of Veterans. For example, Veterans noted that some VCP representatives might focus on providing a shorter time to the healthcare appointment while the Veteran's priority might be shorter distances. In addition, some Veterans reported that VCP representatives may be differentially informed about the locations of potential referrals, and Veterans would like VCP representatives to be more cognizant of distance from referred location to the Veteran's home. Although scheduling of community care visits for Veterans will be provided by VA rather than through private sector contractors under the Mission Act, it will still be useful for the VA schedulers to incorporate Veteran preferences in the scheduling process.
A further improvement may entail streamlining the process that Veterans must complete to secure VCP appointments. Veterans report that reductions in the number of steps between getting a referral to an outside facility and scheduling an appointment would be useful. Veterans reported that it would be helpful to understand how many visits their referral covered.
Limitations
The sample of Veterans was limited to the 12-state Midwest census region. Generalizability of the findings may be limited to the geographic area where the study was conducted. Additionally, there was a low (24%) response rate. We used weighting to adjust for the response rate but acknowledge this approach many not fully account for non-response. The analyses included Veterans who may have been unfamiliar with VCP because familiarity with the VCP was not assessed in the survey. At the time of our study, there were two large contractors that administered the VCP on a regional basis, Health Net and Triwest, and only Health Net provided services to the Midwest region. Consequently, the experiences of the Veterans in our sample may not necessarily reflect the experiences of those served by Triwest. However, the experiences of Veterans in our sample were consistent with the experiences reported in prior investigations. [6] [7] [8] 
CONCLUSIONS
We found that gender, distance to VA facilities, and health status were associated with VCP use. While some Veterans appreciated the VCP's access to services and timeliness of care, they remain concerned about the VCP's communication challenges and inappropriately handled charges for services. Veterans' experiences could be improved by enhancing the communication between VA and community-based providers, aligning the priorities of VCP representatives to better reflect the needs of Veterans, and streamlining the process that Veterans must complete to secure a VCP appointment. Future examination of the impact of the Mission Act on Veterans' experiences may be warranted to assess whether challenges identified with the VCP have been addressed. 
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